Results: There was no difference between both groups in VAS score and the first stage of delivery duration. The second stage of delivery was significantly longer in the E group.
Background and Goal of Study:
Much obstetric workload is unplanned. However, one area of practice which can be controlled is the induction of labour in general and artificial rupture of membranes (ARM) in particular. Given the paucity of data regarding the impact of ARM on anaesthetic workload a retrospective study was undertaken to investigate the frequency as well as timing of ARM and to correlate these aspects with the provision of epidural anaesthesia. Materials and Methods: A retrospective audit of 1131 patients admitted to a city maternity hospital over a 3 month period was undertaken. Elective Caesarean sections were not included. Data were analysed using descriptive statistics (Chi-squared test).
Results and Discussions:
The number of women requiring ARM was 157 (14%). Only 10% of women who had ARM delivered between 0900 h and 1300 h with the peak delivery times of 1900 h and 0100 h. 76% of patients received an epidural within 5 h of ARM. 94% delivered within 12 h of ARM; 83% of women having an ARM after 1500 h delivered between midnight and 0800 h. 20% with an ARM presented for emergency Caesarean section and of these patients 77% underwent delivery between 1900 h and 0800 h. The percentage of daily ARMs undertaken between 1500 h and 2400 h ranged from 38-53% over a week. Patients having ARM after 1500 h are statistically more likely to deliver between midnight and 0900 (p Ͻ 0.001). Conclusion(s): ARM influences the timing and mode of delivery. This in turn has an impact on out-of-hours obstetric and anaesthetic workload, irrespective of the weekday. Because of the European Working Time Directive and the increasing out-of-hours workload which is now placed on the consultant workforce, morning ARM should be considered to minimise disruption of subsequent elective work.
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Maternal and neonatal effects and placental transfer of remifentanil given at induction of general anaesthesia for Caesarean section: a randomized double-blinded controlled trial W. Ngan Kee, K. Khaw, K. Ma, A. Wong, B. Lee, F. Ng
Department of Anaesthesia and Intensive Care, The Chinese University of Hong Kong, Shatin, China
Background and Goal of Study: Although case reports have described the use of remifentanil to improve haemodynamic stability during general anaesthesia for Caesarean section (CS) in patients with coexisting disease, 1 there has been no controlled study of its use. Our aim was to compare the maternal and neonatal effects of a single bolus of remifentanil 1 mcg/kg given at induction and to quantify the placental transfer of remifentanil. Materials and Methods: With Ethics approval and written consent, in a double-blinded study, we randomized patients having general anaesthesia for CS to receive i.v remifentanil 1 mcg/kg (Gp 1, n ϭ 20) or saline (Gp 0, n ϭ 20) over 30s before thiopental/succinylcholine. Maintenance was with isoflurane in N 2 O/O 2 . We compared maternal haemodynamic changes and neonatal condition at birth. We measured maternal and umbilical plasma levels of remifentanil using liquid chromatography-tandem mass spectrometry. Data were analyzed with t-test, Mann-Whitney, Chi-square and ANOVA-RM. Results and Discussions: Serial changes in maternal blood pressure (BP) and heart rate (HR) until delivery were lower in Gp 1 vs Gp 0 (P Ͻ 0.001). Maximum values (mean Ϯ SD) were lower in Gp 1 vs Gp 0 for systolic BP (127 Ϯ 12.6 vs 165 Ϯ 23.0, P Ͻ 0.0001), mean BP (98 Ϯ 8.6 vs 123 Ϯ 15.9, P Ͻ 0.0001) and HR (112 Ϯ 8.4 vs 126 Ϯ 15.4, P ϭ 0.0008). Apgar scores, cord gases and time to sustained respiration were similar between groups. However, two neonates in Gp 1 were considered clinically depressed and received naloxone. Remifentanil crossed the placenta with umbilical venous/maternal arterial ratio 0.73 Ϯ 0.17 and umbilical arterial/umbilical venous ratio 0.60 Ϯ 0.23. 
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Background and Goal of Study: Racemic bupivacaine is the most common local anesthetic used intrathecally. This study aimed to detect if intrathecal (i.t.) levobupivacaine and bupivacaine provided anesthesia (satisfactory analgesia and muscle relaxation) and postoperative analgesia in patients undergoing Cesarean section. Materials and Methods: Sixty parturients were enrolled. Patients were assigned to receive one of the following i.t. solutions: levobupivacaine 0.5% 15 mg (n ϭ 30) and bupivacaine 0.5% 15 mg (n ϭ 30) at L3-4. Anesthesia was considered effective if an upper sensory level of T4 (verified with pinprick test) was achieved; motor blockade was documented by using modified Bromage score. Hemodynamic variables (e.g. blood pressure, heart rate, pulse oxymetry) were recorded every minute for the first 10 min. after the i.t. injection; then -every five minutes. Results and Discussions: Intergroup differences between levobupivacaine and bupivacaine were insignificant both with regard to the onset of time and duration of sensory and motor blockade (10 Ϯ 3 versus 12 Ϯ 4 min; 9 Ϯ 3 versus 11 Ϯ 3; 238 Ϯ 67 versus 247 Ϯ 75; 290 Ϯ 78 versus 295 Ϯ 82). Both groups showed slight reduction in heart rate and mean arterial pressure, but there were no intergroup differences in hemodynamics. Patient satisfaction was good in all cases. Conclusions: Levobupivacaine, the pure S(Ϫ)-enantiomer of racemic bupivacaine, is an equally effective local anesthetic for spinal anesthesia for Cesarean section, compared with racemic bupivacaine.
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Background and Goal of Study: The use of heparin thromboprophylaxis following elective Caesarean section (CS) is becoming increasingly common (1). It is also common practice to administer rectal diclofenac at the end of surgery. Both of these agents will tend towards reduced coagulability (2), raising the question of the optimum time for safe removal of epidural catheters when CS is performed under a regional anaesthetic technique. Thromboelastography (TEG) has proved useful in assessment of perioperative coagulation following major surgery (3).
Materials and Methods:
We studied 24 pregnant women, of moderate thromboembolic risk, presenting for elective CS. Citrated blood was collected at (i) before regional block (ii) at termination of surgery, but before unfractionated heparin (5000 units subcutaneously) and rectal diclofenac (100 mg) and (iii) at 4 hours post-operatively. The samples were studied using TEG, with reference to time to a specific clot strength (R) and maximum clot strength (MA).
